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- 2 Since then, a total of $30 million has been appropriated by the United States Congress for EMS for children (EMS-C) programs. That has resulted in the funding of major projects in 31 states, five targeted issues grants, and the establishment of two national resource centers. Many EMS systems nationwide--with and without federal grant assistance-have made substantial improvements in their pediatric capabilities including training protocols, triage, and quality management. 3 The national survey on pediatric endotracheal intubation (PETI) by Stratton et al, 4 published in the last issue of Prehospital and Disaster Medicine (V8, 4, 1993) , reveals that 100% of state EMS agencies support training in PETI and 97% of responding training programs provide PETI training. This is compelling evidence for progress in EMS system development and pediatric prehospital care.
Despite such optimistic findings, much work remains. Many EMS programs still lack the education, equipment, protocols, and policies that address the care of children, especially in rural areas. 56 The contrast between the haves and have-nots regarding EMS-C seems especially evident to the providers. In many systems, prehospital providers are clamoring for more "pediatrics," but physicians are not stepping forward to fill the void. A more insidious barrier to prehospital pediatric care is the intellectual argument that confirmable research must be done before adopting any intervention. Pediatric EMS is coming of age in the era of technology assessment and outcome studies. This clearly is good and appropriate, but we must avoid causing harm by denying common-sense therapies because they have not been proven efficacious in a randomized clinical trial.
The common-sense therapies of most interest in pediatric prehospital care are airway control and vascular access. Based on the epidemiology of emergency pediatric illness and injuries (e.g., trauma, near-drowning, asthma, sudden infant death syndrome [SIDS], toxic ingestions, respiratory infections, and status epilepticus) and the anatomy and pathophysiology of airway compromise, respiratory failure, cardiovascular collapse, and shock, it is reasonable to assume that endotracheal intubation is to the pediatric patient what defibrillation is to the adult.
In the survey report, the authors' voice concern that PETI is being adopted even though it has not been studied in a manner that conclusively proves it improves outcome. A review of the literature demonstrates that current success rates of PETI are lower and complication rates higher than for adult intubation, that the younger the child, the less likely PETI will be successful, and that paramedics are anxious about this procedure. Furthermore, in several studies endotracheal intubation failed to improve outcome in children who were pulseless and apneic. Addressing the outcome issue first, previous studies suffer from considerable methodological weakness. The studies have small sample sizes. More troublesome is that these studies mainly focus on the child who is pulseless and apneic. These children are predominantly asystolic and have a dismal outcome regardless of any intervention. Of note is the fact that these studies demonstrate that paramedics are capable of performing successful PETI. 8 .
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The appropriate group to study in the emergency pediatric population is the pre-arrest patients for whom in-hospital airway management has demonstrated an
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To Intubate or Not to Intubate improvement in outcome, i.e., children who suffer a primary respiratory arrest and can be resuscitated prior to prolonged anoxia. 14 " 16 Quan et al reviewed their experience with pediatric near-drowning victims who received aggressive prehospital ALS, including PETI, in a wellorganized EMS system. 17 The group of children had a short immersion time and cardiopulmonary arrest and had a remarkable 32% survival to discharge rate. Those not in arrest had a survival rate of over 60%. Although Quan's study was not a prospective analysis and it lacked a comparison group, its work makes a compelling argument for the role of prehospital intubation in improving outcome for near-drowning. The results strongly suggest that airway management makes a difference in the hypoxemic child. But, should this work alone induce all EMS systems to include PETI in their treatment armamentarium until definitive studies can be performed?
The answer is, yes, for the following reasons: 1) While there is some element of clinical equipose on this intervention (i.e., reasonable experts do not agree if PETI should be a mandatory paramedic skill), the new American Heart Association (AHA) system for evaluating the efficacy of therapies, PETI falls into classification lla: "...a therapeutic option that is acceptable, is of uncertain efficacy and may be controversial...but is probably helpful." 18 Would those proposing to wait on definitive studies likewise suspend adult intubation on the same grounds?
2) If we believe prehospital personnel are hesitant to attempt PETI and that affects success rates, then we need to develop innovative training strategies and experience instead of abandoning something that probably works. Pediatric calls can be extremely stressful for prehospital personnel, and they make up a large number of the cases that require stress debriefing. Many a medic's career has ended from their inability to intervene to save a child's life. Addressing the anxiety and attitudinal barriers along with teaching the skill can empower the medic and help them to maintain their own emotional well-being.
3) Hypoxemic children make up the majority of children for whom EMS can make a difference. Focusing on the low number of actual pediatric intubations is looking at the wrong denominator.
The paper by Stratton et al certainly suggest that arguments against PETI are falling by the wayside. By all means, we should study this important intervention. But the failure to consider a common-sense intervention for lack of conclusive data is dangerous and not the same as rejecting a therapy based on appropriate studies. Let's not throw out the baby with the bathwater.
